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WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A’ PERMANENT RECORD

DEPARTMENT OF COMMERCE
PRLB"SEP"TY T8

Registration Disttict No.

MISSOURI STATE BCARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
003

Primary Rezlstratiun District No...comerm—smereemenneme ~

26511
6303

State File No

Registrar's No.

1. PLACE OF DEATH:

" (6) County.
St. Louls

(b) City or town,
(If ontaids dty or town limits, writs "RURAL' and name of township)
a! or institutjon:

Hospital) 74/ ...

(If nnt in bonpiull or [nstitution, writs street number or location)
(d) Length of stay: In hoapital or Institution

In thia community.
yoars, months or days}

(e} Name of os

(3pecify whether

ped

2. USUAL RESIDENCE OF DECEASED:

Mo.

(a) State {b) County.

Louis

(11 outaids city or town limita, write “RURAL")

5023a Chippewa Ste. o).

(I raval, give location)

(7
st. / 4?

(¢) Cityortown

(d) Street No

{¢} If forelgn born, how longin U. 8. A.7. years.

MEDICAL CERTIFICATION

(Bm—lal.um\_’;mn.cr remaval) {Menth) {Day) (Yvar)

{c) Place; burial or m&h&ms@wh

3. (a) PRINT .
LNaME.. Pea 1la Armatrong ..
ruL Pearl.5te 20. DATE OF DEATH: Month JULY ...y 318t -
5. () If veteran N 3. (¢) Soclal Security gear 2941 hour. 7830 mionteA aMa M
21, I hereby certify that I attended the d d from
/ 5. Color ot 6. (@ Slandowcd, married, nfre 192 2/.21 1w,
4. Scx_&m_a-_le___ rnm_\m;.g“@.... dive __Mﬁr.r.iﬂﬂ... that I last saw alive on ?/ ri ‘9__g-[=
6. (b)) Name of husband or wife....___ .. 6. (¢} Age of husband or wife if || 2nd that death occurred on the date and hour stated above/ Duration
Clyde Armstrong alive...... 0 ___ years|| Immediate cause of death " . e
7. Bisth date of decensed__ FODe. 9th 1889 N . W_, P
(Month) {Day) (Year) e " ¢ *
e | y :
8. AGE: Years Months Daya If less than one day Due to. ;? i
52 5 22 hr. min. ]
Dye to. ] j
6. Birspiace_POCALUD ..Illinois /. 7] 1P
- - -+ {(City, town, or county) (State or foreign country) / ’
10. Usual occupation_ HOTNBEWA £ Other conditions. e 7{,,,,,,, i
11. Industry or business . F: N PHYSICIAN
B 12, neme_Frank Hall ot || Malor Gnding: fooooe sy .
3\ 15, Birthplace Indians / fi. . Fi &F lhh',:'f,‘ ‘:‘,r" I‘:E
(W oA
E 14. Malden name w)bbo tt (Stata o= forsien counies) - Of -amtopay. L _{ dl:::::g.&e
'S{ 15. Birthplace Illinoia / it Fad e o [dstically,
= {Citz, town, o county) (Stata or forelgn conatry} 22, If death wa» due to external causes, fill in the following:
16. (a) Informant C]:l Arms tro (a) Accident, suicide, or homicide (specify)
@) Adaras__ 00258 Ghippewa St. {b) Date of occarrence
3 R Where i ocecar?,
17. {a) (5) Date ulm«f o = @ did Injury {City or town) unty) (State)

l.ndmrﬁ?

(¢} Did [njury occtr in or about home, on fnm. in place, in public place?

(Specify type of place)
- (¢} Means ol‘ injury.

M(u D. arotiver)

Address 5o o T o Yo - QZ@L_ Date dgned_JIM‘f/

18. (4} Slgnature of funsral directo 1.6 Bovmite at
) Address. 4228 2. Slmm_
19, (a} - ) /
{ vod local registrar) - trar’s slgnatore)
~ ",ﬁ ’-:— ;—,JL (Licensed Embalmer’s Statement on Boverse Side)
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L S STATEMENT BY LICENSED EMBALMER *

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by..-...'.......

. . e , Registered Apprentice No
_ working under my personal supervision. ‘

SR * . 0. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING {Failure to comply with
the above constitutes grounds for revocatlon of license.) . -

If tlns body is not emhalmed, fact should be Bo stated above.




